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Positive disruption
When i read Dr. Tarry asoka’s latest submission to this journal, i had 
to reread the title a couple of times… and was still confused. How 
can something disruptive be positive. But on reading the article 
properly i came to understand. innovations can disrupt the status 
quo to provide new and often positive outcomes. Sometimes the 
jump in technology appears too drastic, but very soon it becomes 
ubiquitous. a fine example is eastman-Kodak’s 35mm film rolls. We 
all used them, the company was a global brand, but then came the 
digital age. it had to reinvent itself as its multi billion dollar industry 
simply evaporated in front of their very own eyes. The digital age has 
now provided us all with unimaginable new opportunities in our 
daily life.

Similarly in healthcare today, there are some seismic changes 
taking place which have the potential to change the healthcare 
landscape. i commend Tarry’s latest article to you (starting on 
page 4). and forgive a bit of in-house gazing, but Tarry is due an 
extra pat-on-the-back having become naija’s latest ‘double-doc’ 
with a doctorate in Business administration - Health Planning and 
Management from Keele University in the UK. Congratulations Doc 
Doc… we’re proud of you!

and by the time you read this, we will know who the new 
Federal Minister of Health will be, and hopefully have discerned 
from him or her some idea as to what the key policy direction they 
are hoping to deliver in their tenure. Will the health bill become a 
reality? it is an exciting time, and the calculatingly slow appointment 
process only heightens the expectation factor. early ‘noise’ from 
the Buhari camp about privatising teaching hospitals evoked some 
interesting responses from a range of actors. Maybe this will be an 
initiative that gathers traction in the coming months, though i for 
one can’t see how it would work. But government patience with 
funding strike-ridden naira-guzzling umbrella institutions does seem 
to be wearing thin, and the pursuit of Centres of excellence (which 
also teach) led by highly focused clinical experts does seem to be 
rising up the agenda. 

globally, the Universal Health Coverage star is very much on 
the rise. The latest endorsement has come from a group of leading 
economists. But do the international proponents really understand 
the difficulty in getting health insurance sign-ups to a significant 
percentage of the population? i suspect not.

Bryan Pearson
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Forty-one innovative submissions have been listed by the 
Private Sector Health alliance of nigeria to progress to the 
next stage of their health innovation challenge. 

according to the organisers, there is a commendable 
demonstration of blend between social impact and 
commercial viability with a high potential of disrupting 
the Primary Health Care system in the country.

according to Chief executive Officer of the alliance, 
Dr. Muntaqa Umar-Sadiq, all the shortlisted innovations 
were diverse and cut across the healthcare value chain. 
These include local manufacturers of ready-to-use 
therapeutic foods for malnutrition, emergency referral 
support solutions, innovative malaria point-of-care diag-
nostic tools, mHealth applications to support universal 
health coverage, a smartphone disease surveillance sys-
tem, and many more innovative submissions.

Forty-one health innovations 
selected to participate in 
innovation challenge

a report jointly released by UniCeF and the Federal 
government of nigeria recently revealed that about 1.7 
million nigerian children are severely malnourished and 
in dire need of urgent attention to avert the situation. This 
currently accounts for a tenth of the global figure.

‘nearly a thousand nigerian children die of mal-
nutrition-related causes every day – a total of 361 000 
each year. acute malnutrition also leads to stunting of 
children, causing life-long physical limitations and can 
reduce intellectual capacity,’ said UniCeF country repre-
sentative to nigeria, Dr. Suomi Sakai.

They are therefore advocating for the implemen-
tation of Community-based Management of acute 
Malnutrition (CMaM) which treats acutely malnour-
ished children from six months to five years old on an 
out-patient basis. More than 830 000 children have 
been cured by the programme, with the cure rate rising 
steadily, currently standing at 85%. Of the remaining 
children, about 2% do not respond to treatment and 

are referred to 
hospital; the 
current mortal-
ity rate is 1%, 
while the other 
children have 
defaulted from 
the programme 
altogether.

The cost 
for CMaM is 
US$160 for each 
child treated, in-
cluding $76 for 
the ready-to-use 
therapeutic food; 
the remaining 
$84 covers all 
other costs, in-
cluding staff time 
and training, 
transport and 

storage of supplies, and basic medicines. it was piloted 
in gombe and Kebbi States in 2009, and has now been 
introduced in 11 northern nigerian States where mal-
nutrition poses the greatest threat.

nigerian children account for 
10% of global malnutrition 
say UniCeF and Fg

nigeria’s health sector has continued to have it’s ups 
and downs, with constant problems arising across the 
nation from different health institutions. 

The Federal Medical Centre in Owerri, imo State 
resumed work after shutting for almost three months 
and instead taking to religious gatherings in the hospital 
premises. This was caused by a face-off between 
members of different unions in the hospital and some 
members of top management.

Two contending factions in the Medical and Health 
Workers Union in rivers State reportedly disagreed over 
the appointment of a caretaker committee to man the 
affairs of the association. a faction wrote to the State 
governor claiming the existence of the other is illegal 
and describing them as imposters. 

The Secretary general of the Medical and Health 
Workers Union of nigeria, Marcus Omokhuale said 
the seven-man caretaker committee is not recognised 
by the national secretariat, which has the powers to 
dissolve any state executive.

The situation at the Federal Medical Centre, Ondo 
State was more of a physical one as the association 
of resident Doctors, led by Dr. isaiah Oke, prayed to 
the Federal Ministry of Health to remove its interim 
administrator, Dr. adediran Kolajo on grounds of 
victimisation of his members and destruction of 
properties in a relaxation lounge they built inside the 
hospital. The counterparts of the resident doctors in 
University College Hospital, ibadan also called off their 
strike after leaving work for 105 days.

Unending crisis in nigeria’s 
health sector
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Hemoglobin            HbA1c            Glucose            Urine Albumin            WBC / WBC DIFF

HemoCue is part of the Radiometer Group and has been a leader in point-of-care medical 
diagnostics for over 30 years.We specialize in giving healthcare providers lab-quality accuracy 
with results comparable to that of a clinical lab. Visit hemocue.com

The Case for Accuracy
Accuracy in anemia testing is 

as vital in the fi eld as it is in 

the clinic. When time is 

short and the distance to 

patients is great, you need 

the right tools on hand to get 

accurate answers on the spot.

      HemoCue has always stood for making accuracy 

accessible. That’s why we’ve developed a robust kit 

for our HemoCue Hb 301 system — a practical lab 

in a case.

With the case in hand, you’ve got everything you 

need for anemia testing: our lab-accurate and 

battery-operated analyzer, microcuvettes adapted 

to demanding climates, and safe and 

convenient lancets. Use it as a 

convenient starter kit, or keep it 

refi lled for emergencies and 

short-notice travel.

      Contact your  HemoCue 

representative to learn more 

or email info@hemocue.se
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Introduction
Overall, modern healthcare systems in africa, which 
favoured the development of institutional care (hospitals 
and medical centres) have evolved from their colonial past 
and in pursuit of advanced medical technology along the 
lines of developed economies. as services provided by 
these centres of excellence are perceived to be complex, 
too expensive and inconvenient for many healthcare 
consumers – they have reached the point where they 
are seen to have overshot the needs of ordinary people. 
in nigeria, for example, there is now a grand alliance 
between the government and private sector investors to set 
up world-class medical centres including a medical city 
in abuja to reduce out-bound medical tourism to india, 
South africa and elsewhere,1,2 while expressing patronising 
rhetoric about ‘saving one million lives’ through Primary 
Health Care (PHC). in Kenya, ‘a 1998 study indicated that 
more than half the population did not visit government-
run health facilities because those institutions lacked the 
needed drugs, were too far away, or were too expensive’.3 
While governments and external donors continue to 
talk about reforming these unresponsive health systems 
in africa, disruptive innovations in healthcare are being 
embraced as strategies aimed at providing healthcare 
required by the majority of citizens that is simpler, low-
cost, and more convenient. 

What are disruptive innovations?
Made popular by Christensen,4 Harvard Professor of 
Management, the term disruption innovation was first 
applied to situations whereby technological innovations 
such as the eastman’s roll-film camera, Bell’s telephone 
and the personal computer came into widespread 
use, thereby displacing already existing ones. in these 
instances, the large camera standing on heavy tripods 
and wet films, the telegraph, and the mainframe 
computers were displaced by these new technologies as 
they get better, and thereby disrupting entire industries 
in photography, telecommunications and computing 
respectively. Overtime, this concept has been used to 
explain all kinds of innovations that are disruptive to 
incumbents, including products and business models.5 

However, in its current usage, disruptive innovations 
refer to products, technologies or business models, 
which challenge industry incumbents by offering 
simpler, good-enough alternatives to an underserved 
group of customers, but becoming mainstream in 

the process as they get better and meet the needs 
of vast majority of users.6 although primarily a 
business concept, attraction to, and interest in 
disruptive innovations stem from their potential to 
assist organisations that are approaching a broad-
range of issues, including social-sector problems in 
a fundamentally new way that enable them to create 
scalable, sustainable, and system-changing solutions.3 
accordingly, they are being employed on the basis 
of their ‘catalytic capacity’ to surpass the status quo 
by providing good-enough solutions to inadequately 
addressed social problems, such as in the health sector 
- expanding healthcare access to whole populations 
irrespective of health needs and ability to pay for care. 

Innovations disrupting the health sector in Africa
in the search for disruptive innovations, it is quite easy 
to consider the new technologies, new products or new 
business models, and even the organisations that spear 
head these artefacts as the focus of attention. rather, 
it is the solutions that they engender based on their 
nature as a force for social change, especially in the 
health sector that is of paramount importance. and it 
may come as a surprise to many that pockets of such 
advances are already taking place (or planned) within 
the health systems in africa. 

To address critical health manpower shortages, 
many countries in sub-Saharan africa are using ‘trained’ 
Community Health Volunteers to carry out specific tasks 
that in part link communities to healthcare services, but 
also increase the uptake of home-based interventions. 
While this concept is not new, the renewed interest 
in adopting it stems from its ability to be used as a 
means of transfer of new ideas, products and services, 
into communities – thereby rapidly increasing access 
to vital healthcare services and improving healthcare 
outcomes. Two of such cases, in which the author had a 
direct experience in nigeria, are illustrated below. 

First is the Mental awareness Programme (MHaP), 
which operated between 2009 and 2013 in 4 South-
eastern States – abia, anambra, ebonyi and imo. The 
programme, which used community volunteers (CVs), 
trained Village Health Workers (VHWs) on issues related 
to human rights for people with psychological disability, 
basic recognition of mental illness, and referral for treat-
ment. The end of the programme report noted that it 
made an impact in changing ‘mind-sets’ among commu-
nity members that mental illness is treatable, and showed 
that it is feasible to do so at the community level.7 The 
second example is an on-going large-scale nutrition 
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programme in 5 
northern nigeria States - Kebbi, Katsina, 
Jigawa, Yobe, and Zamfara. This programme, 
which developed service models for infant 
and Young Child Feeding (iYCF) and Com-
munity Management of acute Malnutrition 
(CMaM) depends on highly engaged CVs that 
undertake counselling of parents and caregivers to 
improve their knowledge on nutrition; as well as use 
a simple tool – the Mid Upper arm Circumference 
(MUaC) tape to identify malnourished children 
and refer them for treatment. a project evaluation 
report8 showed that there is considerable reliance 
on CVs to get appropriate messages across to their 
communities and link them up with the community-
based services for child nutrition. and many CVs for 
both CMaM and iYCF are motivated by the visible 
impacts of their work on child health, and by the respect 
they receive in their communities. 

Though these volunteer models of VHWs may face 
the risk of retention and therefore sustainability, evi-
dence suggests that local volunteer health workers paid 
- with a compensation ranging from one-sixth of the 
average nurse’s salary to 125% of the country’s average 
minimum salary - are empowered to promote health, 
provide primary care and, act as the gateway to more 
qualified health workers on a sustainable basis.9 This 
source citing the case of ethiopia that decided to pay its 
health extension workers (after initially treating them as 
volunteers), noted that this model helped to add 30 000 
of them in just five years. as the bulk of health problems 
that afflict africans, including many infectious and non-
communicable diseases can be solved with rule-based 
or pattern recognition approaches with standardised 
procedures and treatment protocols; this same approach 
can be used to reach the whole population and solve 
the human resources for health crisis in africa by, ‘ena-
bling less expensive professionals to do progressively 
more sophisticated things in less expensive settings’.6 
and expert care when required for medical conditions 
that require problem solving usually with hypothesis 
and experimentation could provide the necessary 
backup for those that may need it – but not the other 
way round.  

in re-
lation to 

increasing physi-
cal and financial 

access to healthcare 
services, the Health-
Store Foundation of 
Kenya, micro-fran-
chise model provides 
the best example of a 
disruptive innovation 

in operation that is ad-
dressing problems associ-

ated with universal access to 
healthcare. in an effort to serve 
non-consumers of modern 

healthcare in Kenya whose health-
care system is designed in favour of 

populations in the capital city - nairobi 
and other urban areas; the HealthStore 

Foundation set up good-enough Child and Family Well-
ness (CFW) Shops - a network of micro-pharmacies and 
clinics whose mission is to provide access to essential 
medicines to marginalised populations in the country. as 
noted by Christensen and colleagues:3

 The clinics offer essential drugs, health products, and 
basic healthcare and health education at affordable 
prices, and they provide the owners with enough in-
come to ensure the sustainability of the model. Strict 
standards and regular inspections by the HealthStore 
Foundation guarantee that the clinics offer uniform 
quality and prices. The combined buying power 
of the network is used to obtain medicines at the 
lowest possible rate, which helps drive the access 
cost toward a goal of 50 cents per person per visit, 
compared with roughly $3 per outpatient visit in gov-
ernment-run hospitals. With their higher capital and 
personnel costs, government hospitals would have 
trouble competing on price. 

and proximity to CFW outlets, which target the most 
common killer diseases including malaria, respiratory 
infections, and dysentery among others, is said to be 
associated with increased uptake of vaccinations and 
treatment of acute illnesses.10 at the same time, the 
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model’s benefits may be accruing to lesser- and higher-
income households alike. 

another area where disruptive innovations in 
healthcare could lead to higher quality, greater 
convenience, and lower cost, is their capacity to 
provide solutions to the lack of modern medical 
infrastructure, and inadequate skills inherent in 
resource-limited settings in sub-Saharan africa. as 
many conventional medical tests are costly, take hours 
to perform, and require highly skilled technicians and 
dedicated laboratory spaces; many health facilities are 
not able to diagnose a very common disease such as 
malaria, and unable to monitor chronic conditions like 
HiV/aiDS and diabetes.11 Consequently, many frontline 
clinics refer their patients to larger clinics and hospitals 
located mainly in the cities and other urban areas for 
further testing, which could delay initiation of treatment 
and make patient follow-up difficult. Herein the need 
for low-cost and reliable point-of-care (POC) diagnostic 
and monitoring solutions that effectively make early 
diagnosis and treatments available to even the most 
resource-constrained communities. 

all across sub-Saharan africa, thanks to investments 
made in the last two decades or so by global healthcare 
products and equipment companies, there are now 
POC diagnostic tools to help practitioners on the 
frontline, including general duty doctors and rural 
nurses, to solve problems that could not be solved 
before. These include: blood glucose meters for 
diagnosis and monitoring of diabetes, rapid diagnostic 
tests for malaria, dried blood spot tests for diagnosing 
HiV in infants, and even miniaturised equipment such 
as electro-cardiograph to assess heart conditions, 
and ultrasound to monitor pregnancy.3,11,12 Wu and 
Zaman20 note that POC devices for resource-limited 
environments provide same-day diagnosis and facilitate 
immediate decision-making; at the same time quick 
receipt of results helps people to be aware of the nature 
of their medical condition, assists in delivering timely 
medications, and minimises the number of patients 
lost to long-term follow-up. in addition, as the devices 
whose use require minimal training and have a high 
throughput that can widen the pool of end users, 
they help to alleviate congestion at PHC facilities. 
Moreover, as such devices are robust enough, they are 
operable by less trained personnel, and in environments 
with unreliable electricity, non-sterile conditions.  

as illustrated above, with some creativity, the 
opportunities for employing disruptive innovations to 
resolve critical constrains in the healthcare sector in 
sub-Saharan africa may be limitless. But the main gist 
is that in each of the three cases - use of less costly 
health workers to increasingly do more high-level things 
in less expensive settings; micro-franchising business 
model to increase access to healthcare; and use of POC 
technologies to speed up clinical decision-making - the 
innovations were an attempt to target less-demanding 
healthcare consumers that were not previously well 
served by the traditional health system. as these good-
enough services, technologies, and business models 
are proving adequate for the more demanding tier of 

users of health systems in sub-Saharan africa, these 
innovations are becoming the established services, 
technologies, and business models used by the majority 
of healthcare consumers. 

nevertheless, these simpler alternatives challenge the 
existing institutional arrangement of the hierarchical (and 
the growing market-based) health systems found in sub-
Saharan africa, as well as threaten the status of health 
professionals and the role of regulatory bodies aiming 
to maintain standards. Therefore, disruptive innovations 
may stand the risk of continually being supplanted by 
powerful institutional forces. in order for healthcare 
disruptive innovations to survive, thrive and become 
mainstream in sub-Saharan africa, the institutional risks 
they face have to be identified and managed. 

Conclusion
Clearly, the lack of infrastructure and the challenges 
of accessing basic healthcare services by a large 
proportion of the population in sub-Saharan africa, 
have led to the emergence of disruptive innovations 
at the local level. While several of such innovations 
have risen due to the institutional challenges of 
delivering vital healthcare to the poor and underserved 
populations in this resource-limited environment, 
the same institutional forces could also undermine 
the capacity of these novel ideas and technologies 
from being implemented to scale. Understanding 
this contradictory relationship between a disruptive 
innovation and its peculiar institutional context is 
key to identifying the specific institutional forces that 
may fight the new idea or technology from being 
used by the vast majority of healthcare consumers in 
sub-Saharan africa. Organisations intending to use 
disruptive innovations as a means of improving the 
performance of health systems in sub-Saharan africa 
need to be aware of this, so that they can put in place 
processes that would help to manage the institutional 
risks, as new ideas and technologies are propelled into 
the mainstream. 
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as at the end of 2014, the United States President’s 
emergency Plan for aiDS relief (PePFar) has disbursed 
more than US$3.4 billion (more than ngn 544 billion) 
to support the nigeria HiV/aiDS response. and this is just 
PePFar alone as there are several other donor agencies, 
governments and initiatives that are providing funds to 
aid the fight against aiDS in nigeria and across africa.

So far, these initiatives have recorded phenomenal 
successes. Take PePFar for instance, more than 600 000 
men, women and children currently on HiV treatment 
and the 480 000 people we have reached with HiV 
prevention messages and activities.

in the financial year of 2014 alone, nearly 8.7 million 
people have received HiV counselling and testing services; 
more than 55 000 pregnant women were provided with 
antiretroviral drugs for the prevention of mother-to-child 
transmission of HiV; approximately 750 000 adults and 
children living with HiV/aiDS have received care to 
support quality of life, including tuberculosis and HiV care 
services and; nearly 700 000 children orphaned by aiDS 
and other vulnerable children received care and support.

equally important, PePFar supports nigeria in the 
critical areas of human capacity development, and 
strengthening health systems.

Before PePFar, HiV infection was a death sentence in 
nigeria and in africa in general, with entire villages being 
wiped out in some places. The nigerian government 
was only able to sponsor the treatment of less than 5000 
nigerians across the entire country. But over the last 
decade, PePFar has remained responsible for about 90% 
of people on treatment in nigeria. 

Other funding agencies are helping to consolidate 
the efforts of the nigerian government in making 
treatment available and accessible 
– thus making it much easier for 
individuals who had tested positive 
to HiV to access free treatment. 
apart from treatment, donors are also 
helping in the areas of awareness, 
advocacy, counselling and treatment 
– these are also largely free, although 
the changing landscape in the HiV/
aiDS space across the world could 
upset the balance in the funding of 
HiV initiatives in nigeria.

Last year, rUSH Foundation 
(www.rushfoundation.org) revealed 
that for the second year in a row, 
donor funding dipped again for HiV/
aiDS, this corroborated as earlier 
reported by Kaiser Family Foundation 
and the UnaiDS on Financing 
the response to aiDS in Low- and 

Middle-income Countries: international assistance from 
Donor governments in 2013 which showed that donor 
governments committed US$8.1 billion in new funding, 
compared to $8.3 billion in 2012.
Since the US government is funding most HiV 
initiatives in nigeria through PePFar, the report 
revealed that more recent US budgets have committed 
fewer resources for the fight against HiV/aiDS. The 
report revealed the US accounted for nearly two-
thirds (66.4%) of total disbursements (bilateral and 
multilateral) from donor governments. The UK was the 
second largest donor (10%), followed by France (4.8%), 
germany (3.4%), and Denmark (2.3%).

Canada, italy, Japan and the netherlands all 
decreased funding in 2013, although the netherlands 
dip reflects a shift from bilateral funding to the global 
Fund support. Funding remained flat for five other 
donor governments: germany, ireland, norway, 
Sweden, and the european Commission.

noticing the reduction in foreign donor support for 
HiV/aiDS control, several african countries are already 
taking steps to increase local HiV funding. as early 
as 2012, low- and middle-income countries are now 
beginning to lead on efforts to tackle the HiV epidemic. 
Countries such as Kenya, South africa, Togo and 
Zambia have dramatically increased their domestic HiV 
spending in recent years. South africa now mostly funds 
its own response and spends over $1 billion annually 
on its HiV/aiDS programmes.

During the same period, more than two-thirds of 
low- and middle-income countries increased domestic 
spending on HiV, and some, including Chad, guinea, 
and Sierra Leone doubled their domestic HiV spend.

HiV funding in nigeria without donor 
organisations
Paul Adepoju ponders what might be the outcome if donors pulled the plug 
on supporting the fight against HIV in Nigeria

September 2015

International HIV Assistance from donor governments: commitments and 
disbursements, 2002-2013. Sources: UNAIDS and Kaiser Family Foundation 
analyses; Global Fund to Fight AIDS, Tuberculosis and Malaria online data 
queries; UNITAID Annual Reports; OECD CRS online data queries
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However, low-income countries remain heavily 
dependent upon international financing for their HiV 
responses with domestic resources accounting for just 
16% of all HiV funding.

But in nigeria, an available report revealed that local 
HiV funding is growing. in 2008 for instance, only 7.6% 
of total domestic HiV funding was from public sources 
($30 082 451), compared with 45.5% ($125 139 584) in 
2010. Furthermore, funding available for HiV prevention 
activities increased in 2010, whereas funding for HiV 
treatment and care declined by 28.5% in the same year 
– this shows there is an imbalance and inconsistency in 
local HiV funding in nigeria.

HIV debt
in addition to funds provided by PePFar and the global 
Fund, nigeria is also taking loans from the World Bank 
for its HiV management initiatives, some of these loans 
are already more than 10 years old. 

in 2002 for instance, nigeria borrowed US$90.3 
million from the World Bank to support the country’s 
5-year HiV/aiDS Programme Development Project. 
in May 2007 it was announced that the World Bank 
were to allocate a further US$50 million loan for the 
programme. Following the success of this programme, 
the World Bank went on to contribute a further US$225 
million towards an HiV/aiDS Programme Development 
Project ii (2009-2013) set to run until 2015, due to 
delays signing the credit agreement. 

nigeria’s rising HiV debt profile and declining foreign 
aids present a major challenge to nigeria which currently 
has one of the highest HiV prevalence in the world.

‘if the USa decides to stop its PePFar programme in 

nigeria for any reason at all, the country is in hot soup 
and the HiV prevention and control pyramid that we’ve 
been able to set up over the years would collapse,’ said 
goke alabi, a health economist.

Feyikemi Ojo of the Obafemi awolowo University 
Teaching Hospital also agreed that nigeria cannot survive 
without foreign donors.

‘The entire system is funded by foreign donors – testing, 
reporting, treatment, prevention, management and others 
are funded by these foreign nations who may decide to 
stop their support any time our government decides to 
oppose the policies of these countries,’ she said.

according to her, those that were involved in the 
PePFar initiative were afraid when nigeria tackled the 
US over the issue of homosexuality.

‘We were just praying that america should not 
decide to end the programme because of the issue,’ 
she said. 

according to her, foreign governments will continue 
to have that control over nigeria until the country 
decides to take responsibility for HiV management 
itself. alabi proposed the adoption of the South african 
HiV financing model and the engagement of local 
funders to take on the responsibility of funding HiV 
initiatives in the country.

‘We can have something like the Petroleum Trust 
Fund (PTF) to create funds for HiV management in 
nigeria. nigeria has more than enough money to tackle 
HiV on its own but it may take more than ordinary 
words for the government to do something. it will be 
bad if they have to wait until people living with aiDS 
are used as expendables in international politics before 
we do something,’ he said.
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